Background: The National Academy of Medicine recommends that cancer patients be
| INTRODUCTION
A recent report by the National Academy of Medicine concluded that cancer care delivery in the United States is in crisis. 1 The care that patients receive is often not as patient-centred, accessible or coordinated as it could be. Many of these problems apply especially to patients with advanced cancer. Numerous recent studies have shown that aggressive treatments continue to be widely administered to patients who are not adequately informed of the status of their cancer or the goals of their treatment. Moreover, despite the well-documented benefits of palliative care-from improved symptom management and psychosocial outcomes to overall quality of life, and even longer survival time-there is a pervasive underutilization of palliative care for advanced cancer patients. [2] [3] [4] [5] This underutilization is greater among minority individuals, relative to White patients. [6] [7] [8] [9] Among the myriad reasons for suboptimal care provided to patients with advanced cancer, poor-quality patient-provider communication is recognized as a major factor. [10] [11] [12] [13] Indeed, despite the National Academy of Medicine's recommendation that cancer patients be informed of their prognosis to enable them to make informed treatment decisions, few patients actually receive this information. 1, 13 When such conversations do occur in clinical encounters, they have been observed to be problematic in that they do not achieve the goal of patient understanding of prognosis. For example, in a UK study with patients participating in Phase I Clinical Trials, Jenkins et al. 13 observed that prognosis was only discussed in 21% of conversations (n=52) and physicians rarely checked patient understanding of prognosis. Compounding the difficulties in communication about prognosis, patient-provider communication tends to be worse (e.g. less information exchanged) for ethnic/racial minority patients, including
African Americans in the United States. 6, 9, [14] [15] [16] [17] Similar patterns hold for communication at the end of life. 6, 18 Poor communication quality may be a factor in the well-documented health disparities in cancer treatment and outcomes. 16, 19, 20 Hence, in-depth investigation into the way prognosis and goals of care are communicated during clinical interactions with African American patients with advanced cancer is especially warranted.
Recognizing the central role of patient-provider communication in cancer care, social scientists over the last decade have endeavoured to better understand oncology prognosis discussions-including their barriers and facilitators-using a variety of approaches. For example, Leydon (2008) The following steps were followed to obtain study findings. First, our multidisciplinary team of investigators, including behavioural scientists and oncologists, reviewed all 26 transcripts to reach consensus on definitions of "prognosis" and "treatment goals" discussions. news," referring to the treatment he is proposing. Such brief mention of prognosis followed by other information is typical of language used by oncologists in the study sample.
| METHODS

Prognosis
In contrast to prognosis, treatment goal discussions occurred in The analysis identified three macro-level communication behaviours in oncologists' discussion of prognosis and goals of treatment: (1) minimizing prognosis discussion, (2) stressing uncertainty and (3) emphasizing hope. Additionally, we identified three micro-level linguistic features that comprise these communication behaviours:
(1) euphemism/ambiguity, (2) modal expressions and (3) jargon. Each of these observed strategies is summarized below, beginning with a description and definition, followed by transcript illustrations and interpretations based on relevant theories. This observed sequence of topics differs from the typical "routine" structure of medical encounters, as described by Ten Have's conversation analysis of medical consultations: opening->complaint->examination->diagnosis->treatment/advice->closing. 30 Ten Have posits that a diversion from this typical sequence is marked as it runs counter to the expectations of the participants. Upon mentioning that the cancer has grown, the oncologist leaves no time to discuss the cancer diagnosis and its implications for a poor prognosis. Instead, he launches into the next topic-the urgency of treatment. This type of switch from referencing a poor prognosis directly to treatment planning is very common in these data, whereby oncologists either move quickly from "diagnosis" talk into "treatment/advice" talk or merge the two.
| Macro-level communication strategies
(2) Emphasizing uncertainty and lack of information
In discussing prognosis and goals of treatment, oncologists were observed to emphasize the fact that they did not have sufficient information about the patient's disease. Example 5 illustrates a typical discussion focusing on future tests and information gathering: 
(3) Emphasizing optimism and hope
Oncologists were observed to emphasize hope when a potentially poor prognosis was indirectly referenced:
Example 6 (Pt L; Stage III Lung) And I will tell you this is frankly a bit on the outer edge of our ability to get rid of. I want to be very candid with you. But I do believe that we can do this.
This oncologist referenced a poor prognosis, namely, the limited chance of a cure. However, right after admitting "being candid" about the prognosis, he established his belief in "doing this" -what "this" entailed was unclear, but a sense of optimism in the treatment was conveyed. Expressions of optimism in patient-provider encounters have been studied. For example, Robinson et al. examined the association between physicians' expressed optimism and patients' and providers' alignment in prognostic understanding. 22 The researchers found that physicians' expression of optimism is linked to misaligned understanding of prognosis. It is possible that a focus or orientation towards possible effective treatments and a sense of optimism, though well intentioned, contribute to confusion or misunderstanding about the diagnosis and prognosis.
| Micro-level Linguistic features
How are the above-mentioned communication strategies achieved linguistically? A discourse analysis identified three micro-level linguistic features; each of which will be described and defined below, along with illustrative examples and a theory-based interpretation.
(
1) Use of euphemism and linguistic hedging
Oncologists were observed to broach the topic of prognosis indirectly. One common way of signalling indirectness is through the use of euphemistic expressions. Euphemisms are a kind of linguistic hedging which functions to signal the speaker's sense of uncertainty towards a proposition and downplay their epistemic stance towards a statement. 28 For example, words such as "lesion," "spot" and "stuff"
were used frequently to reference cancer, and a generic and technical term, "activities," was used to reference cancer growth.
Example 7 (Pt I; Stage III Lung) So I want to make sure it's abnormal tissue. It's a mass or lesion or tumor or…
The oncologist brings up a number of alternative terms-from "abnormal tissues" to "mass," "lesion" and "tumour" -none of which offers a definitive diagnosis or prognosis, adding to ambiguity and potential for confusion. In addition to these generic referring terms for cancer, there are other euphemistic expressions in the language of the oncologists. The oncologist in Example 8 touches upon the goals of chemotherapy treatment as "shrinking everything" for further evaluation. He does not reference the current status of the cancer directly; however, from the discussion, one might infer that it is inoperable due to the size. The generic noun "everything" indirectly refers to the cancer.
Note also that the verb "treat" here does not entail a curative measure, but merely helps to reduce the size of the tumour to make surgery possible as a subsequent treatment option. Finally, the phrase "improve your chances" again indirectly suggests a grim prognosis, and this indirectness is further shown with linguistic hedges such as "could" and "try to." The discourse marker "you know," uttered twice by the oncologist solicits the patient's affirmation of the receipt of previously mentioned information and possibly signals the speaker's sense of uncertainty towards the proposition. 29 Linguistic hedging serves to convey ambiguity; for example:
Example 9 (Pt L; Stage III Lung) The hope is that the total package gets rid of this…but whether we will or not only time will tell.
In discussing the goal of the treatment and its potential effectiveness, the oncologist's language sets up "hope" but then leaves the prospect of getting rid of cancer uncertain with the phrase "only time will tell."
This language could potentially leave the patient confused about the goal of treatment and likelihood of it being effective.
Taken together, the frequent use of euphemisms and hedging to discuss prognosis suggests that oncologists may find that directly addressing this sensitive topic to be face-threatening, and hence mitigate this threat through language. This explanation would align with the framework of face 34 and politeness theory. 35 These theories posit that in social interactions, including and particularly face-to-face exchanges, in addition to conveying information, speakers have to constantly mitigate potential "face threats" (i.e. threats to a desired self-image) carried by certain face-threatening acts towards another individual. Talking to a new patient directly about a life-threatening diagnosis and their mortality is inherently face-threatening, and naturally oncologists find strategies to mitigate the uncomfortable discourse, often through indirect speech.
(2) Use of Modal expressions
Indirectness in the oncologists' language can also be observed by their use of modal expressions such as conditionals, especially in the discussion of prognosis. In response to the family member's question about prognosis, the oncologist suggests that fifty percentage of patients with Stage IV lung cancer will live more than two years, followed by the use of a series of conditional expressions ("if…") to discuss different possible prognostic outcomes depending on whether the cancer is only in the bones or also in the lungs. The discussions are inherently modal: modality in linguistics refers to "expressions that relate to potentially unreal situations". 36 It is impossible for the patient and doctor here to know exactly whether the cancer has metastasized to the bones. Bringing out alternative scenarios through modal expressions contributes further to uncertainty and confusion about the prognosis, which is typically poor for a Stage IV diagnosis.
Later on in the same encounter, the doctor continues the discussion of the prognosis in Example 11 through conditional expressions ("If…") and hedges ("we think, we believe"). Here, the oncologist touches upon the potential of dying from cancer, but minimizes the possibility by providing many hypothetical scenarios. This is typical, wherein oncologists used modal expressions and listed alternative prognostic scenarios (some of which were unreal) as a way to minimize the potential for a poor prognosis.
(3) Use of Complex language and medical jargon
Use of complex language and medical jargon were observed fre- In addition to descriptions such as "these lesions are kind of suspicious for the disease," the complex language use potentially causes more ambiguity and confusion during the discussion of high-stake topics including prognosis and goals of treatment. Methodologically speaking, our qualitative discourse analysis complements other observational and survey methods frequently used to study patient-provider communication. A focus on language allows us to dive deeper into the sequential unfolding of interactions and provides partial explanations for why these exchanges often lack key aspects of the prognosis and goals of treatment. In essence, we observe a common trajectory of interaction focusing on future events that may be unlikely to provide a cure.
| DISCUSSION
The limitations of this study include the fact that even though the interactional context is taken into account in our qualitative study, the central focus is on the oncologist and their communication behaviours.
In addition, we only analysed transcripts; therefore, we were unable to account for non-verbal behaviours in these encounters. The dynamic, interpersonal process of clinical communication about prognosis warrants further investigation. 49 Future research should conduct dyadic and triadic analyses on these interpersonal communication processes, as well as focusing on patient behaviours. Another limitation is the fact that this is a small sample taken from one patient population from one geographic location, and thus, findings may not be generalizable. 
